Background: As a time-dependent antibiotic, the time of cefazedone concentration exceeds the minimum inhibitory concentration (MIC) is the key pharmacokinetic-pharmacodynamic (PK-PD) variable associated with the killing of pathogens. The purpose of the study was to evaluate the clinical regimen rationality of intravenous cefazedone sodium in the treatment of community-acquired pneumonia (CAP) by PK/PD study. Methods: Ten patients with mild to moderate CAP were enrolled to receive intravenous cefazedone sodium (2 g q12 h) for 7-14 days. Blood samples were collected in any day during day 5-7. Sputum specimens were collected before treatment for bacteria isolated, and susceptibility to cefazedone determined. PK-PD analysis was performed using the noncompartmental analysis of Phoenix WinNolin software (version 6.1, Pharsight Corporation, CA, USA). The maximal time above MIC (ƒT > MIC) was calculated, and its correlation with clinical efficacy was analyzed. Results: All 10 patients completed the study and 8 of them were cured. Six strains were isolated from patients before treatment (one for each patient) and all susceptible to cefazedone. Five patients of six in culture positive group were cured. All pathogens were cleared at the end of therapy. The MICs were between 0.25 and 1 mg/L. The main PK parameters were C max 175.22 ± 36.28 mg/L; T ½ 1.52 ± 0.23 h; AUC (0-∞) 280.51 ± 68.17 mg·L -1 ·h -1 ; CL 7.37 ± 1.84 L/h; Vd 16.06 ± 4.42 L. The average ƒT > MIC was 55.45 ± 8.12%. Conclusions: Intravenous injection of cefazodone sodium with 2 g q12 h dosage regimen is used in the treatment of CAP caused by sensitive bacteria, either ƒT > MIC or clinical efficacy shows that such dosing regimen is reasonable.
IntroductIon
Cefazedone, a first-generation cephalosporin with activity against Gram-positive and Gram-negative bacteria, [1] [2] [3] has been shown to be effective in the treatment of infections caused by sensitive bacteria. [4] [5] [6] [7] As a time-dependent antibiotic, the time of cefazedone concentration exceeds the minimum inhibitory concentration (MIC) is the key pharmacokinetic-pharmacodynamic (PK-PD) variable associated with the killing of pathogens. The purpose of the study was to evaluate the clinical regimen rationality of intravenous cefazedone sodium in the treatment of mild to moderate community-acquired pneumonia (CAP) by PK/PD study.
Methods

Study design
This is an open-label, noncontrolled clinical study approved by the Independent Ethics Committee of Beijing University First Hospital. All subjects provided written informed consent. Studies were conducted in accordance with the guidelines for Good Clinical Practices and the ethical principles of the Declaration of Helsinki.
Patients
Ten patients aged between 18 and 70 years, were enrolled in this study. All subjects met the criteria of mild or moderated CAP according to the Guide for Diagnosis and Treatment of Community-acquired Pneumonia in Adults issued by the Chinese Medical Association Respiratory branch. The exclusion criteria included subjects who were: Pregnancy, nursing women; allergic to test drug; with severe life-threatening diseases, such as severe heart, lung, liver, kidney dysfunction; leukopenia; presence of an infection or a complication that required nonstudy systemic antibacterial therapy, et al. Or researchers believed that the patients were not eligible into the study.
Drug administration
Cefazedone was administered at a dosage of 2 g every 12 h via a 30 min intravenous infusion for 7-14 days. Unless medical needs, any other drugs should be avoided.
Clinical and microbiological assessment
Clinical assessments, including the symptoms and signs, were performed throughout the medication period. Laboratory assessments, including routine hematology, chemistry and urinalysis profiles, electrocardiogram, chest X-ray, and cultures of expectorated sputum were performed at the time of enrollment and 1 day after the completion of the therapy. The patients with a cured or failed clinical outcome were followed-up on 7-14 days after the treatment for microbiological and efficacy assessments.
Sputum specimens were obtained, and bacterial cultures were done prior to the initial treatment and on the day after the completion of the therapy. Susceptibility of clinical isolates to cefazedone was determined using Kirby-Bauer disc diffusion method (for susceptibility determination of cefazedone) at the beginning of treatment, and only patient infected by sensitive strains were eligible, and the broth dilution method (for minimum inhibitory assay and PK/PD analysis) after the end of all study. Microbiological susceptibility was determined according to the CLSI 2009 guidelines.
The clinical efficacy, bacteriological efficacy were evaluated based on "Antibacterial Clinical Trials Technical Guidelines" issued by CDE of CFDA in March 2007.
Cure was defined as resolution of the clinical signs and symptoms and laboratory tests of infection with no further need for antibiotic therapy at the termination of treatment. Criteria for failure included at least one abnormality remained at the termination of treatment; clinical manifestations remained or aggravated after 72 h of treatment.
Bacteriological response was evaluated as follows: Eradication, assumed eradication, partial or no eradication, superinfection or re-infection.
Blood sample detection and method validation
Blood samples were taken predose and at 0.5, 1, 2, 4, 6, and 8 h postdose in any day during day 5-7 of treatment. The drug concentrations were determined using high-performance liquid chromatography (HPLC) method.
Briefly, the HPLC system (Shimadzu Prominence UFLC Chromatographic Analyzer, Shimadzu, Japan) consisted of two LC-20ADXR 501 pumps, an SIL-20ACXR Plus Autosampler and an SPD-20A ultraviolet detector operated at 278 nm. The stationary phase was an Alltima C18 column (150 mm × 4.6 mm, 5 μm, Alltech, USA), the mobile phase used was acetonitrile/0.020 mol/L potassium dihydrogen phosphate (13:87, v/v) at a flow rate of 1.0 ml/min. After 50 μl of the internal standard solution was added, 200 μl plasma samples were precipitated with 300 μl of acetonitrile, vortexed and centrifuged at 12,000 r/min for 5 min, the supernatant, after concentrated with dichloromethane, was analyzed with UFLC.
Prior to the analysis of cefazedone in human plasma, the analytical method was fully validated for its specificity, linearity, recovery, intra-and inter-run precisions, and stability in the analytical conditions. The results showed cefazedone was not interfered with endogenous substances in plasma and internal standard [ Figure 1 ], the method was linear over the range of 0.53-385.1 μg/ml, and the low limit of quantitation was 0.53 μg/ml. The intra-and inter-run coefficients of variation for the three quality control standards were <10.2%, the absolute recoveries were >82.0%.
Pharmacokinetic and pharmacodynamic analysis
Pharmacokinetic parameters, including maximum observed serum concentration (C max ), area under the concentration-time curve with extrapolation to infinity after a single dose (AUC 0-∞ ), clearance (CL), volume of distribution (V), terminal half-life (t ½ ), and renal clearance (CLr) were calculated by noncompartmental analysis using Phoenix WinNonlin (version 6.1, Pharsight Corporation, CA, USA).
Pharmacodynamic parameters (T > MIC) were calculated by the formula as following:
. [8] The PK/PD correlation analysis between ƒT > MIC and clinical efficacy will be conducted.
results
Subjects
Ten patients with mild to moderate CAP were enrolled in this study. All subjects completed the trials as planned. The demographic details are presented in Table 1 .
Concentrations of cefazedone in serum
The mean serum concentration-time curve was calculated following intravenous administration 2.0 g q12 h of cefazedone [ Figure 2 ].
Noncompartmental pharmacokinetic analysis
Pharmacokinetic parameters were calculated using the noncompartmental method as follows: The C max was obtained directly from the concentration-time data Table 2 .
Clinical and microbiologic responds
In 10 patients with CAP, 8 cases were cured, and 2 cases were failure after receiving injections of cefazedone sodium. Among all patients, 6 cases were culture positive before treatment and cured after treatment. All the pathogens were eradicated or presumed eradicated. Details are shown in Table 3 .
In-vitro drug susceptibility assay
Minimum inhibitory concentration assays were conducted for all isolates. The results are shown in Table 4 .
Pharmacokinetic and pharmacodynamic parameters
It was reported that cefazedone sodium presents high serum protein binding rate (93-96%), therefore, the free drug concentration in the blood plasma would be 4-7% of the actual measurement. In this study, 5% of actual measurement drug concentration as free drug concentration (ƒ) was applied for calculating ƒT > MIC.
The calculation of ƒT > MIC was based on the PK parameters of six patients (bacterial culture positive), the free drug ratio (ƒ), the MIC results of clinical isolates and dose regimen of cefazedone. The results are shown in Table 4 and Figure 3 . dIscussIon This is a PK/PD study of cefazedone in CAP patients. As a cephalosporin antibiotic, cefazedone belongs to a time-dependent antibiotic. Time above MIC of free drug concentrations (fT > MIC) is an important PK-PD parameter for evaluating the rationality of dose regimens. [9] In most study, the PK/PD studies were completed in healthy volunteers. As known, study design and volunteer physical condition between healthy people and patients may be different. So in this study, we applied PK/PD method to evaluate treatment programs rationality of the first generation cephalosporin-cefazedone in patients suffered from CAP.
According to the characteristics of time-dependent antibiotics, ƒT > MIC of cephalosporin needs to reach the dosing interval of 40-60% in order to get a good clinical efficacy. [10, 11] For CAP, ƒT > MIC of cephalosporin should reach more than 40% of the dosing interval to get a good clinical efficacy. [12] Since the majority of the clinical infection diseases need to be treated empirically, ƒT > MIC of β-lactam antibiotics including cephalosporin is needed to reach or exceed 50% of the dosing interval to clinical common pathogens (including moderately sensitive pathogens) in order to achieve good effect. [13] It is reported that [14] in Chinese healthy volunteers receiving intravenous continuously injection of cefazodone sodium administered 2 g q12 h for 7 days, the PK parameters were C max 228.82 ± 40. significantly lower. Following possible reasons could bring about the difference. First, there were different subjects (patients and healthy subjects) with physical differences (age, weight, body mass index, base disorders, etc.) enrolled in the study. Second, the time between intravenous administration was different (infusion time in patients ranging from 30 to 60 min, healthy subjects were static point 45 min). Third, the patients in this study were not required fasting administration.
In this study, 10 patients with CAP provided PK blood samples and six of them had pathogen isolated from the lower respiratory tract, which are within the scope of the antibacterial spectrum of cefazedone, and sensitive to the drug. MIC determination showed that the MICs of cefazedone to these pathogens were between 0.25 and 1 mg/L, far below the mean peak serum drug concentration (175.22 ± 36.28 mg/L) of the 10 subjects. Although the serum protein binding of cefazedone is up 93-96% and the concentration of free drug in the blood serum is only 4-7% of the measured concentration of drug, the MICs to these pathogens are still below the mean peak serum concentration of free drug. ƒT > MIC of cefazedone in all six patients, from whom pathogens were isolated, were higher than 40% and in five of six patient was even over 50%. The average ƒT > MIC was 55.45 ± 8.12%. Ten patients with CAP accepted cefazedone sodium intravenous therapy, 2 g q12 h, the average duration of treatment was 8.1 days and achieved good clinical efficacy, which clinical cure in eight cases.
In this study, the clinical efficacy of two cases was clinical failure, one case of male patients, sputum culture negative, cough, sputum, and other symptoms improved after treatment, but still high fever, chest computed tomography showed 8-9 thoracic vertebral destruction, disc space narrowing, consider chest eight, nine intervertebral infection; Another one case of female patient, sputum culture positive, with a history of rheumatic heart disease and mitral stenosis, cough, sputum, and other symptoms improved after treatment, Pleural effusion, heart, and lung changes occur in X-ray, consider cardiac dysfunction, UCG shows rheumatic heart disease, mitral stenosis and regurgitation, left atrial thrombus, the patient needed continuous treatment. Because of complications, these two patients were evaluated for clinical failure. 
